
c CLINICAL BOTTOM LINE
There is some weak evidence that any improvement seems to
occur soon after the clasp is applied, but this is not maintained
after 6 months and 1 year follow up

Struijs PAPAA, Arola H, Assendelft WJJ, et al. Orthotic devices for the treatment of
tennis elbow. The Cochrane Database of Systematic Reviews 2002, Issue 1. Art. No.:
CD001821. DOI: 10.1002/14651858.CD001821.
Struijs PA, Kerkhoffs GM, Assendelft WJ, et al. Conservative treatment of lateral
epicondylitis: brace versus physical therapy or a combination of both-a randomized
clinical trial. American Journal of Sports Medicine 2004 Mar;32(2):462–9.

Chlorpromazine in migraine
Report by Peter Loga, Staff Specialist in Emergency
Medicine
Search checked by David Lewis, Consultant in
Emergency Medicine
Ipswich Hospital NHS Trust, Ipswich
doi: 10.1136/emj.2007.047860
A short cut review was carried out to establish whether there is
any evidence that chlorpromazine is an effective treatment for
migraine. 81 papers were found using the reported search, of
which eight answered the clinical question. The authors,
patient groups, outcomes results and key weaknesses of this
evidence are presented. The clinical bottom line is that a regime
of prophylactic intravenous normal saline and intramuscular or
intravenous chlorpromazine appears to have superior efficacy to
pethidine, lignocaine or ergot derivatives, and similar efficacy to
ketorolac, metoclopramide or sumatriptan for the abolition of
the pain of migraine headache.

Three part question
In [patients with migraine headache] is [chlorpromazine as
effective as standard treatments] at [resolving pain]?

Clinical scenario
A 38-year-old female with a history of regular migraine
headache since her teenage years presents to your Emergency
Department with a classic history of migraine symptoms. She
has tried simple over the counter analgesia, as well as her
prescription medication, a triptan, with no effect. You have
heard of chlorpromazine being used in the abolition of migraine
attacks, but are unsure of its relative efficacy compared to other
standard treatments.

Search strategy
Medline OVID interface. 1966–30th Jan 2007

Cochrane Database of Systematic Reviews. 4th Quarter 2006
Cochrane Central Register of Controlled Trials. 1st Quarter

2007-01-31
CINAHL. 1982- December Week 2 2006
ACP Journal Club. 1991-January/February 2007
EMBASE. 1966-30th Jan 2007-01-31
[phenothiazines OR chlorpromazine] AND [migraine OR

vascular headache]
LIMIT to English Language and Human

Search outcome
A total 81 papers were found in Medline, of which eight are
directly relevant to the question. No further papers were
obtained by searching Cochrane, CINAHL, EMbase or ACPJC.

Comment(s)
Fear of significant side effects from chlorpromazine appear to
be unfounded. There was no incidence of symptomatic postural
hypotension in studies which patients received prophylatic
intravenous normal saline prior to chlorpromazine administra-
tion, and no dystonic reactions were reported in any study.
Drowsiness is, however, frequently reported. Chlorpromazine
also seems to be efficacious whether given via the intramus-
cular or intravenous route.

Table 2

Author, date
and country Patient group

Study type
(level of evidence) Outcomes Key results Study weaknesses

Struijs et al,
2002,
Holland

5 RCTs N = 109 Cochrane
review

Pain Not statistically significant on
short term pain relief

Low power

3 of these used epicondyle
clasp/bandage as addition
to physiotherapy treatment

Elbow function/grip strength/
painfree grip/global
improvement/. lateral
epicondyle pressure pain

All studies low power. Impossible
to make definite conclusions

Struijs et al,
2004,
Holland

N = 180 RCT 8 outcomes scoring pain all
based on 100 point numerical
scale at 6 weeks

N = 176 Contradictory results at
6 weeks; combination therapy
better than brace–only in 3
outcomes (pain main complaint,
inconvenience and severity of
complaint) but worse in 1 (abilities
of daily living). Combination better
than physio alone in 1 outcome
(increase in pressure pain threshold).
These were significant at p,0.05,
but showed wide confidence
intervals.

Condition only
6 weeks old.

Clinical diagnosis of 6 weeks
lateral epicondylitis

At 6 months not statistically significant No control group

3 Groups; At 1 year not statistically significant No statistical adjustment
for multiple analyses.

i.physiotherapy Exercise regime not
supervised (?compliance)

ii. clasp only
iii. clasp and physio combined

RCT, randomised controlled trial
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c CLINICAL BOTTOM LINE
A regime of prophylactic intravenous normal saline and
intramuscular or intravenous chlorpromazine appears to have
superior efficacy to pethidine, lignocaine or ergot derivatives,
and similar efficacy to ketorolac, metoclopramide or suma-
triptan for the abolition of the pain of migraine headache.

Iserson KV. Parenteral chlorpromazine treatment of migraine. Annals of Emergency
Medicine 1983;12:756–8.
McEwen JI, O’Connor HM, Dinsdale HB. Treatment of migraine with intramuscular
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Lane PL, McLellan BA, Baggoley CJ. Comparative efficacy of chlorpromazine and
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The use of intrapleural anaesthetic
to reduce the pain of chest drain
insertion
Report by Gabby May, Senior Clinical Felllow in
Emergency Medicine
Checked by Tom Bartram, Clinical Fellow in
Emergency medicine
Manchester Royal Infirmary, Manchester
doi: 10.1136/emj.2007.047878
A short cut review was carried out to establish whether there is
any evidence that intrapleural anaesthetic is effective in
relieving pain in patients with chest drains. 190 papers were
found using the reported search, of which two answered the

clinical question. The authors, patient groups, outcomes results
and key weaknesses of this evidence are presented. The clinical
bottom line is that intrapleural bupivicaine should be con-
sidered in patients who have chest drains inserted, in addition
to their regular oral/parenteral analgesia.

Clinical scenario
A 25-year-old male with a history of spontaneous pneu-
mothorax presents to the emergency department with a further
large pneumothorax. Unfortunately, attempted aspiration fails
due to a permanent leak, and he requires an intercostal drain.
He has had a chest drain inserted in the past and admits that it
was very painful whilst the drain was in situ. You wonder
whether administration of local anaesthetic down the tube
would provide good analgesia, and decrease the need for oral/or
intravenous medications.

Three part question
[After insertion of a chest drain] does [the use of local
anaesthetic down the drain] reduce [patient’s pain]?

Search strategy
Medline Ovid Interface 1966–Aug 2006

exp Anesthetics, local/OR local anaesth$.mp. OR exp
lignocaine/OR bupivicaine.mp. OR marcain.mp. OR lignocai-
ne.mp. OR lidocaine.mp. OR exp lidocaine/OR (local adj5
anaesthetic).mp. AND chest drain.mp. OR intercostal drain.mp.
OR chest tube.mp. OR exp chest tubes/OR exp drainage/OR exp
thoracostomy/limit to English and humans

Search outcome
A total of 190 articles found, of which one was relevant.

Comment(s)
Patients with indwelling chest drains may have severe pain and
require oral or intravenous analgesia including opiates. There
has been much research on the use of intrapleural analgesia
after chest trauma and thoracostomy, but only one study which
looks at the use of intrapleural analgesia solely for the relief of
pain from the indwelling drain.

Although the number of patients is small, it seems to suggest
that there may be a role for intrapleural analgesia in this subset
of patients. No side effects of treament were noted.

Table 4

Author, date
and country Patient group

Study type
(level of evidence) Outcomes Key results Study weaknesses

Engdahl et al,
1993, Sweden

22 patients with indwelling c
hest drains – 8 hourly boluses
of 20 ml interpleural
bupivicaine with 0.5%
adrenaline, compared with
placebo - visual analogue
scale scores compared

Randomised double
blind trial

VAS scores after
1st injection
(exclude pt 2)

Lower in bupivicaine group
at 5,15, 30 and 60 min
p,0.01

Small study

VAS score 4 hrs
post 1st injection

No difference between groups 8 hours between boluses though
bupivivaine is relatively short
acting

VAS scores after
injections 2–10

Only significant difeerence
in favour of bupivicaine at
5 mins post 2nd injuection,
and post 7th injection,
otherwise pain VAS
comparable

Timing of 1st intrapleural injection
not standardised – ‘‘at 4 hrs or
earlier if in severe pain’’

Use of intravenous
morphine

Not significant, though tended
to be asked for earlier in
control group

Use of oral
analgesia

No difference in consumption

VAS, visual analogue score
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